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ABSTRACT
Objective: It is known that doctors who receive
complaints may have feelings of anger, guilt, shame
and depression, both in the short and in the long term.
This might lead to functional impairment. Less is
known about the impact of the disciplinary process
and imposed measures. Previous studies of
disciplinary proceedings have mainly focused on
identifying characteristics of disciplined doctors and on
sentencing policies. Therefore, the aim of this study is
to explore what impact the disciplinary process and
imposed measures have on healthcare professionals.
Design: Semistructured interview study, with
purposive sampling and inductive qualitative content
analysis.
Participants: 16 healthcare professionals (9 medical
specialists, 3 general practitioners, 2 physiotherapists
and 2 psychologists) that were sanctioned by the
disciplinary tribunal.
Setting: The Netherlands.
Results: Professionals described feelings of misery and
insecurity both during the process as in its aftermath.
Furthermore, they reported to fear receiving new
complaints and provide care more cautiously after the
imposed measure. Factors that may enhance
psychological and professional impact are the publication
of measures online and in newspapers, media coverage,
the feeling of treated as guilty before any verdict has
been reached, and the long duration of the process.
Conclusions: This study shows that the disciplinary
process and imposed measures can have a profound
psychological and professional impact on healthcare
professionals. Although a disciplinary measure is meant
to have a corrective effect, our results suggest that the
impact that is experienced by professionals might
hamper optimal rehabilitation afterwards. Therefore,
organising emotional support should be considered
during the disciplinary process and in the period after
the verdict.
BACKGROUND
In the past decades, patient safety has gained
considerable attention and the importance
of addressing medical incidents has been
increasingly recognised.1 2 Incidents often
relate to system-level or organisational
aspects of healthcare.3 Some are, however,
attributable to individual healthcare profes-
sionals.4 In these cases, disciplinary proceed-
ings may be initiated to address the
healthcare professional. Countries differ in
their system of disciplinary proceedings. In
the Netherlands, disciplinary law is embed-
ded in the Healthcare Professionals Act and
applies to eight regulated healthcare profes-
sions: dentists, midwives, nurses, pharmacists,
physicians, physiotherapists, psychologists
and psychotherapists.5 The goal of disciplin-
ary law is first corrective to repress incompe-
tent and careless behaviour of healthcare
professionals and second normative to clarify
the professional standard. It should improve
the quality of healthcare and enhance public
trust in the medical profession.6 7 In Dutch
disciplinary law, patients do not receive finan-
cial compensation if the healthcare profes-
sional is found to be at fault, such as is the
case in a malpractice system.8
To achieve its goals, the Dutch disciplinary
tribunal can impose a number of measures.
Healthcare professionals can be disciplined
with a warning, a reprimand, a monetary
fine, a (conditional) suspension, deprivation
of the right to perform certain procedures
or of the right to re-registration (in case a
professional voluntarily unregisters), or
Strengths and limitations of this study
▪ We performed interviews with healthcare provi-
ders from a range of professions with a mix of
cases and imposed measures.
▪ A good response rate was achieved, considering
the sensitive topic.
▪ The study population might be subjected to
selection bias.
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removal from the register.5 For the latter, the profes-
sional loses the right to carry out the profession. For all
other measures, however, the professional is expected to
proceed with or return to (a subset of) his or her
activities.
It is known that doctors who receive complaints may
have feelings of anger, guilt, shame and depression,
both in the short and in the long term.9 10 In case of
medical errors, healthcare professionals are often
impacted as ‘second victims’, experiencing similar feel-
ings as patients and family.11 This may lead to functional
impairment.11 12 Less is known about the impact of the
disciplinary process and imposed measures. Previous
studies of disciplinary proceedings have mainly focused
on identifying characteristics of disciplined professionals
and on sentencing policies.13–16 A recent report on sui-
cides of doctors while under investigation of the General
Medical Council (GMC) suggested that the impact of
investigation on individual doctors and how sanctions
affect a doctor’s career should be audited.17 18 The aim
of this study was to examine what impact the disciplinary
process and imposed disciplinary measures can have on
healthcare professionals.
METHODS
To answer our research question, we have chosen to
perform semistructured interviews since this is an appro-
priate method to explore people’s experiences and atti-
tudes.19 We chose to use individual interviews because of
the sensitivity of the topic and because of the diversity of
cases. A semistructured interview guide was used to
explore predefined topics but also to be able to antici-
pate on the professionals’ experiences. We interviewed
16 healthcare professionals that were confronted with a
disciplinary measure. To select these professionals, we
used a list of all healthcare professionals on whom dis-
ciplinary measures have been imposed. Since July 2012,
this list is publicly available on the website of the organ-
isation that regulates the Dutch licences. It includes all
imposed measures (except warnings and monetary
fines) on healthcare professionals of the eight legally
registered professions (https://www.bigregister.nl/). We
used data from 1 July 2012 until 28 March 2014.
Participant selection
In total, 211 professionals were listed in the file. After
exclusion of individuals with a ‘last known address’
abroad, 183 professionals were eligible for inclusion.
These concerned 87 physicians, 31 nurses, 21 dentists,
16 healthcare psychologists, 13 psychotherapists, 11 phy-
siotherapists and 3 midwives. No pharmacists were
present on the list. Since the different professions were
unequally represented, we aimed to include a propor-
tional mix of healthcare professionals with a minimum
of one per profession by purposive sampling. When no
one within a profession was eligible for the study or
willing to participate, we tried to include more
professionals from other professions. Professionals were
excluded if the specific events that led to the imposed
measure took place abroad, or if the contact details of
the professional could not be apprehended.
Thirty-four healthcare professionals were invited for
an interview by letter in which a clear description of the
study and an outline of the interview were provided.
Also, the process of member check and anonymity were
described. Professionals that did not respond were
phoned up to five times as a reminder. Sixteen profes-
sionals indicated they were willing to participate in the
study, whereas 12 did not want to cooperate and 6 did
not respond. Main reasons for not participating were
that the professional wanted to leave the past behind or
did not want to recall the specific events.
Interviews
In order to answer the research questions, an inventory
of possible themes to explore with the interviewees was
made based on the current literature and a brainstorm
with three researchers (LMV, SW and RBK). Based on
this inventory, two researchers (LMV and SW) developed
a semistructured interview guide. The third researcher
(RBK) commented on this. After two interviews, the
interview guide was adapted on some details. The guide
focused on (1) a reflection of the events that led to the
disciplinary process and on (2) professionals’ experi-
ences with and the impact of the disciplinary process
and imposed measures. This paper focuses on the latter,
and does not include specific information of each case.
This was done to ensure anonymity of the participants
and because there was great variation in the events that
led to the measure and the ability of the interviewees to
reflect on these events. One researcher performed the
interviews (LMV). Interviews were held face-to-face,
without anyone else present, at a location chosen by
the professional unless he/she preferred a telephone
interview (n=5). The interviewer was female and had
experience and training in performing interviews. No
relationship was established with interviewees prior to
the study. Field notes were made during the interview.
All interviews were recorded and transcribed verbatim.
Interviewees gave permission to use the anonymous
interview report for analysis.
Analysis
In this study, we used inductive qualitative content ana-
lysis in which we explored themes and categories that
emerged from the data. This analysis was done using
Atlas-ti V.7.1. A codebook was developed based on this
inductive analysis.20 Two researchers (LMV and J-WW)
first analysed three interviews separately. They discussed
differences until consensus was reached, and if neces-
sary, the codebook was adapted. Remaining interviews
were coded by one of the two researchers, and checked
by the other researcher. Discrepancies were discussed
until consensus was reached. Results, progress and data
saturation were discussed during the process.
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Setting
In the Netherlands, there are five disciplinary law tribu-
nals. Any person who has been in the care of a health-
care professional (either as a patient or as a patient’s
relative) can file a complaint. Next to this, the Dutch
healthcare inspectorate can file complaints. The health-
care inspectorate is responsible for approximately 2% of
the complaints.6 Complaints can be submitted until
10 years after the events. When the tribunal receives a
complaint, it first assesses the nature of the complaint. If
the complaint is found to be inadmissible, it is rejected.
When the complaint is accepted, a public hearing takes
place. The complainant and defendant are not obliged to
be present at the hearing, however, in court both parties
get the opportunity to clarify their views and answer the
questions of the tribunal. After this, the tribunal will
deliberate and make a decision. After a tribunal verdict, it
is possible for the complainant and the defendant to file
a high appeal at the central disciplinary tribunal. The
complete process takes approximately 9 months on
average, with a high appeal taking an extra year on
average. In 1995, 792 complaints were filed. In 2013, this
number was more than doubled to 1640 complaints, of
which approximately two-third concern physicians. In
2013, 15% of the handled complaints resulted in a con-
viction of the healthcare professional.21
RESULTS
Study population
After 16 interviews, few new codes and no new overarch-
ing themes emerged from the data. Therefore, we
decided to stop further recruitment of participants. The
16 participating professionals included 12 physicians (9
medical specialists, 3 general practitioners), 2 physiothera-
pists and 2 healthcare psychologists. Four of them were
working in a solo practice, six with colleagues in a group
practice and six were employed in an organisation.
Thirteen professionals were men and three women. The
imposed measures included 12 reprimands, 1 suspension
and 3 removals from the register. Reasons for these mea-
sures included the provision of substandard care, incor-
rect diagnosis, inappropriate behaviour towards patients,
and breach of confidentiality. All verdicts took place more
than 6 months before the interview and most cases were
concluded not longer than 2 years prior to our study.
On average, interviews lasted 1 h. There was great
variety in the way the professionals reflected on the
events. Some healthcare providers blamed everything
that had happened on themselves. Other interviewees
(partly) disagreed with the complaint and/or imposed
measure. Several professionals felt that they were treated
unfairly or questioned the methods, expertise and judge-
ment of the disciplinary board.
Psychological impact
The analysis of the interviews showed that a disciplinary
measure and the process around it can have a huge
impact on healthcare professionals. On a personal level,
the period may leave a deep impression, although some
professionals indicated that the impact of the process on
their emotional well-being was limited. Several profes-
sionals indicated that they felt insecure, powerless and
sometimes even depressed during the disciplinary
process. Also, the treatment during the hearing of the dis-
ciplinary board was a negative experience for several
interviewees. For example, one professional felt to be
treated as guilty during the disciplinary process. These
negative feelings were not limited to the disciplinary
process, but for some endured long after the process had
come to an end, with some experiencing sleepless nights
and reliving the disciplinary process for a year after it con-
cluded. Some professionals indicated to have sought
counselling or psychological help after the disciplinary
process. Furthermore, some professionals felt threatened
by the patient and their family during the process.
Several professionals were afraid for new complaints after
the process had ended. Some stated that their colleagues
experienced these feelings as well. Box 1 presents an
overview of quotes from the interviews, related to psycho-
logical impact.
Professional impact
The disciplinary process takes time and may require a
lot of energy. One professional indicated to have
stopped working for a few weeks to prepare for the dis-
ciplinary process, and to avoid being distracted in pro-
viding patient care.
Box 1 Psychological impact
Misery
“It’s a very negative experience and it’s annoying for the family as
well. It gets you down and almost makes you depressed, although
you get over it as well.”
“I had the impression that I had to pay [for my mistake]. It’s the
impression I had from the moment I walked in [the disciplinary
hearing], just by the way they treated me.”
Fear
“I was afraid afterwards (after the disciplinary hearing), because
I had to walk outside and didn’t have the police guarding me. I
was thinking about what that man (the complainant) would do.
He was delusional and had developed paranoid delusions about
his treatment. What was he going to do at the moment I walked
outside alone?”
“I’m terribly afraid of white envelopes because the disciplinary
boards’ letters are in a big A4 envelope that only has a postal
code on it.”
Long-term impact
“I don’t relive being in front of the disciplinary board anymore.
For about a year I would wake up every night at 3 AM and would
start to explain what had happened.”
Interviewer: “Did you receive any support or assistance in the
period after you were suspended, or would you have required
any?”
Professional: “No. I certainly needed it, but I arranged it myself.
I needed counselling.”
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Some interviewees experienced support from their
organisation, for example, from their direct colleagues,
though one professional indicated that the process
damaged his trust in colleagues and that it was harder to
get things done in the organisation after the measure.
Professionals described several ways of dealing with
the imposed measure. Some found a way to work
around the constraints, for example, by working as a
medical consultant or by transferring some activities to
registered professionals.
In response to the imposed measure, several profes-
sionals said they became overcautious because they
wanted to prevent complaints and did not want to
experience the disciplinary process again. Some even
stated that they avoided treating certain patients or
cases.
The disciplinary process and measure also had finan-
cial impact on the disciplined professionals. The discip-
linary process itself can lead to high costs for the
professional, for example, hiring a lawyer. Some health-
care professionals indicated that they lost patients due to
the imposed measure, though others indicated that,
despite the measure, patients kept coming to their prac-
tice. One interviewee experienced that competing pro-
fessionals from the same profession used the measure as
an argument to keep patients away from him.
Discontinuing working as a healthcare professional, for
example, due to a suspension, has financial conse-
quences as well due to a loss of income. Box 2 presents
an overview of quotes from the interviews, related to pro-
fessional impact.
Factors enhancing psychological and professional impact
A recurring theme in the interviews is the overt publica-
tion of disciplinary measures. None of the professionals
was positive about this policy. Especially the fact that ver-
dicts are sometimes published in local newspapers is
found to be unnecessary and harmful. Some profes-
sionals stated that patients cannot fully understand the
considerations and decision-making behind a certain
verdict and might wrongly decide to avoid the health-
care professional. Also, other media might copy the pub-
lished information, which could impact the healthcare
professional profoundly. For example, searching with
Google might only result in information about the
imposed measure. This does not only impact the health-
care professional, but also his family and colleagues as
mentioned by some professionals. Furthermore, infor-
mation on the internet might be present until long after
the measure has expired (a reprimand, eg, expires after
5 years). Several interviewed professionals felt unfairly
labelled as criminals while it was never their intention to
do anything wrong. They thought that the media played
a major role in this ‘condemnation’ of healthcare pro-
fessionals. In their opinion, journalists are not looking
for the truth but want to write juicy stories. One inter-
viewee suggested that disciplinary law should reduce sen-
tences in cases that receive a lot of media attention,
which is common in criminal law. Also, some inter-
viewed professionals stated it is hard for care providers
to defend themselves against claims by patients in media
because they are bound to the law of confidentiality.
Several interviewees stated that the disciplinary process
takes too much time, which contributes to feelings of
stress. Some professionals decided not to file an appeal
because they did not want to go through the whole
process again, even though they did not agree with the
outcome of the disciplinary process. Box 3 presents an
overview of quotes from the interviews, related to factors
enhancing psychological and professional impact.
DISCUSSION
Principal findings
This study shows that the disciplinary process and
imposed measures can have a profound impact on
healthcare professionals. Professionals described feelings
of misery and insecurity both during the process as in its
aftermath. Furthermore, they reported to fear receiving
Box 2 Professional impact
Interference with patient care
Professional: “We took one or two weeks leave from work at the
start of the disciplinary case, so we could prepare in peace. It’s
not good if you’re thinking about these things.”
Interviewer: “While you’re working…”
Professional: “You just can’t take care of people [while preparing
for the disciplinary hearing], so that’s what we did. But you can’t
continue taking leave forever so, eventually, we returned to work.
And then it takes about half a year before the disciplinary hearing
takes place. That is a very long time for the people involved.”
Colleagues and organisation
“Look, I spoke to someone who had experienced the same thing,
a psychiatrist. And that’s wonderful because you both have that
same powerless feeling; that feeling that you try so hard, work so
hard and make an effort, and then you get this for some non-
sense. That is encouraging.”
“Well, I have zero trust in my colleagues. If we experience another
situation that I expect might go the same way, then I’ll be the first
to knock on the door of journalists to give my own explanation to
a media organisation of my choice, rather than giving information
to people who only want a sensational front page.”
Defensive practice
“Yes, I’m constantly hedging.”
“But I did become afraid. I used to be carefree in my practice but
that has been affected, and for that I blame the system.”
“Well, initially you start to distrust people. You begin to wonder
whether each of your patients could be a potential complainant.
That’s the response you have.”
Financial consequences
“It has cost me a lot of money to go to the disciplinary board
with a lawyer.”
“The impact is, in the way I experience it, that I get clients that
are referred to me or received a recommendation for me. And
after they’ve visited me, they search the internet, and then imme-
diately cancel their treatment.”
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new complaints and provide care more cautiously after
the imposed measure, sometimes leading to defensive
practice. Factors that may enhance the psychological
and professional impact are the duration of the discip-
linary process and time, money and energy this takes, as
well as the overt publication of measures and possible
media coverage the case receives. Although a disciplin-
ary measure is meant to have a corrective effect, our
results suggest that the impact that is experienced by
professionals might also hamper optimal rehabilitation.
However, our results do not indicate that all healthcare
professionals under investigation have similar experi-
ences. The impact of disciplinary procedures differs
among professionals, and may depend on context, sever-
ity of the case, and individual characteristics of the
professional.
Strengths and limitations
Our study included a range of healthcare professions
with a mix of cases and imposed measures, and had a
relatively good response rate considering the sensitive
subject and the varying group of interviewees. It has,
however, some limitations. The results may be influ-
enced by our selection. First, our study only included
professionals that were sanctioned. This is a minority
(approximately 15%) of all professionals against whom a
complaint is filed at the disciplinary tribunal.21 Their
experiences might differ from those of professionals
that were not sanctioned. Professionals that were sanc-
tioned might look back with a more negative recollec-
tion of how things went down and how they felt. Second,
our study population was not in all aspects representative
for the group healthcare professionals with an imposed
measure especially because it lacked dentists and nurses.
Those two groups together comprehended a quarter of
all substantive complaints in 2013.21 Concerning the
type of imposed measure our sample did seem to be
representative with a slight over-representation of repri-
mands and removals from the register.21 Finally, the
number of interviewees was limited, which might restrict
the generalisability.
It is known that the background and preconceptions
of the researchers influence the findings and conclu-
sions, especially in qualitative research.22 To strengthen
the design of our study both researchers experienced
with the research theme as researchers relatively new to
the subject were involved in study design and analysis. A
researcher new to the subject but experienced in quali-
tative healthcare research collected the data.
Comparison with other research
The major psychological impact shown in our results
confirms the results of a recent study into the emotional
responses of physicians to complaints. This study showed
an association between complaints procedures and risks
on depression, anxiety and suicidal ideation.23 Another
study revealed that anger, distress and the feeling to be
personally attacked are common responses to litiga-
tion.24 Professionals in our study emphasised similar
responses to the disciplinary process. This psychological
impact might also be reflected by the main reasons for
non-respondents not to participate. They wanted to
leave it all behind them, and did not want to recall the
specific events. The length of the disciplinary process
was often mentioned as a factor that contributed to the
emotional impact. Professionals experienced the dur-
ation of the process, which on average takes approxi-
mately 9 months (with a high appeal adding an extra
year on average), as too long and as a source of inducing
stress.21 For some professionals, it was the sole reason
for not filing an appeal, since they did not want to go
through the process again and experience the same feel-
ings. Furthermore, some professionals mentioned that
they felt they were treated as already found guilty during
the process, resulting in feelings of powerlessness. This
notion is also recognised in the evaluation report of the
GMC, in which it was recommended to establish a
culture where doctors feel they are treated as ‘innocent
until proven guilty’.25
The professional impact by changing behaviour out of
fear for new complaints and therefore being overcau-
tious has been identified by previous studies as an
adverse outcome of the complaints process.26 27 This
can be positive, for example, overdocumentation and
consenting, or negative, that is, withdrawal from the
doctor–patient relationship. A recent study among
Box 3 Factors enhancing psychological and professional
impact
Publication of measures
“The reprimand comes with an ad in the newspaper. I can only
say, that’s just abusive. Your surname, given name, profession
and place of residence are all listed in the newspaper after you’ve
made a wrong diagnosis. I mean how many people with that
name live in the same city. A criminal is only listed with his initi-
als, and they have done something wrong on purpose.”
“Imagine that your daughter comes to you and says: ‘Dad, what’s
this thing I read about you on the internet?’”
“Publishing the measure with both given name and surname is
unnecessarily hurtful, and it creates a lot of anxiety among
patients. It gives patients the feeling of being unsafe. Patients
can’t assess the grounds for such a verdict.”
Media coverage
“One of my colleagues spoke to the press. When you see the part
that was aired on television, the part that they took from it, you
see him saying three things, but they’ve excluded everything else
he explained. So it sounds as everything went completely wrong.”
“Patients can say whatever they want in the media, but a doctor
can’t defend himself because when he does say something, he
violates the law of confidentiality.”
Duration of the disciplinary process
“It’s terrible, and it goes on and on. The complete process lasted
four years.”
“I didn’t agree with it [the disciplinary verdict] completely, but
thought it won’t help anyone going through all of this again.”
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physicians in the UK showed that 89% with a recent and
83% with a past complaint reported hedging behaviour
as a result of the complaint; 50% of doctors with a
current and 43% of doctors with a past complaint
reported avoidance behaviour.23 The disciplinary
process might also interfere with providing care as a
result of the time and energy it takes and its associated
costs. Professionals going through a complaints process
often take time off work.23 Furthermore, interprofes-
sional relations and the professionals’ position within
the organisation might be influenced, with professionals
going through the complaints process previously having
reported that they felt bullied.23
Since July 2012 the imposed measures (except monet-
ary fines and warnings) are published online in the
Netherlands with name, profession, place of residence
and a short description. Most verdicts are published
anonymously on the website of the disciplinary boards.
Verdicts that are found to be informative for a larger
audience can be published anonymously in the govern-
ment gazette or a medical journal. Furthermore, all
measures (except warnings) are published in a local
newspaper, mentioning name, profession and place of
residence.28 This publicity policy has been highly criti-
cised by respondents, and was experienced as unneces-
sary and harmful. In the UK, the Medical Defence Unit
recently pleaded that the GMC should scrap the warn-
ings, a low level GMC sanction, because it might nega-
tively affect doctor’s career because employers might
mistake them for something more serious.29
Professionals in our study mentioned these conse-
quences as well, furthermore making note of the fact
that patients possibly are not capable to distinguish
between types of measures. In the Netherlands, the
medical association pleaded in 2013 to scrap publication
of reprimands and monetary fines.30
Additional media coverage on the case might enhance
emotional impact. Especially coverage on the case
before a verdict has been reached can increase the
feeling of treated as guilty. Some respondents felt like
they were labelled as a criminal. Online media coverage
might impact the disciplined healthcare professional for
long after the process, with the case coming up every
time their name is typed in a search engine. Recently
the opportunity arose to ask search engines to delete
certain links to webpages that might be harmful and lay
in the past, the so-called ‘right to be forgotten’.31 This,
however, does not erase the specific webpage (only the
links), and people might still be able to retrieve the
information using other strategies. Respondents men-
tioned that public measures and additional media cover-
age furthermore contribute to the social impact the
process has, with people in their near environment
asking them about the situation.
Implications and further research
Because of the huge psychological impact and the pos-
sible consequences for rehabilitation afterwards, our
findings suggest a need for moral support of profes-
sionals before, during and after the disciplinary process.
This kind of support is currently absent in the
Netherlands, as well as in most other countries. In the
UK, however, any doctor who is being investigated by
the GMC can access the GMC’s Doctor Support Service
provided by the BMA Doctors for Doctors Unit. This
service provides free confidential emotional support
from a specialty trained fellow doctor accompanying a
doctor to a hearing if their case has been referred to a
Medical Practitioner Tribunal Service (MPTS) panel.32
Also, in New Zealand, a funded counselling service for
stressed doctors was found to be effective and well
received.33 Further research is needed to examine if and
how this emotional support should be organised in the
Netherlands. Furthermore, disciplinary tribunals should
take into account the stress and emotional impact that
healthcare professionals experience, and assess if it is
deemed necessary to adjust their procedures and com-
munication accordingly. Our findings suggest that there
are several factors that impact professionals in executing
their profession after the imposed measure. These
concern intrinsic factors of the healthcare professional,
such as distress and the fear of new complaints, as well
extrinsic factors in his environment such as the relation
with other healthcare professionals. High rates of recid-
ivism have been identified for physicians that are sanc-
tioned.34 Finding a way of dealing with these factors is
therefore of great importance for adequate rehabilita-
tion of the disciplined professional. Further research is
needed to identify adequate ways to address these
factors, and examine what responsibility organisations,
professional bodies and other relevant authorities
should take.
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